







Objectives: To examine the socio-demographic factors, medical complications, and 
treatment of second trimester postabortion care (PAC) clients in Malawi.  
 
Methods: Data on women seeking PAC was collected over 30 days from 166 facilities in 
Malawi in 2009. 
 
Results: Over 32% of all women coming for PAC in Malawi were already into their 
second trimester of gestation. These women were more likely to have severe 
complications than women in their first trimester. The significant demographic predictors 
for second trimester abortions were low educational attainment and living in a rural 
location, even though the majority of the postabortion procedures for second trimester 
cases were performed at tertiary facilities in urban areas. 
 
Conclusions: Improved access to safe abortion , especially in rural Malawi could do a 
great deal to bring down the number of women who delay accessing PAC until well into 
their pregnancies.  
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Worldwide, unsafe abortions kill around 47,000 women each year;
1
 this represents about 
13% of all maternal deaths. It also causes vast morbidity with an estimated five million 
women admitted to hospitals due to complications of unsafe abortions each year. Ninety 
seven percent of these procedures take place in developing countries.
1
 Unsafe abortion is 
defined by the World Health Organization (WHO) as a procedure for termination of an 
unintended pregnancy done either by people lacking the necessary skills or in an 
environment that does not conform to minimum medical standards, or both.
1
 There are 
many reasons for unsafe abortion including legal restrictions, stigma, financial hardship, 
and others. In countries with the most restrictive abortion laws, mortality due to unsafe 
abortion tends to be significantly higher than in places that have liberal abortion laws.
3
   
Unsafe abortions in the second trimester are especially concerning as they are a smaller 
proportion of all abortions, but contribute disproportionately to maternal mortality and 
morbidity.
3,4
 In most developed countries, abortion in the second trimester only 
comprises about 10% of all abortions
4
, however based on the limited representative data 
available in Africa, it has been estimated to be as high as 20-35%.
4,5
  
The need to address unsafe abortion, especially in Africa, has been shaped by several 
global movements. The International Conference on Population and Development held in 
Cairo in 1994 established the clear need to provide safe accessible abortion services 
throughout the globe.
6
 In 2000, many countries including Malawi signed on to 
Millennium Declaration, committing them to achieve several poverty reduction goals, 
including the Millenium Development Goal (MDG) 5, the reduction of maternal 
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mortality and morbidity by 75%. This commitment was solidified regionally through the 
African Union’s Maputo Plan of Action, which called for universal access to 
reproductive health –including abortion and postabortion care- in order to reduce 
maternal mortality and morbidity.
7
  
These global and regional movements along with growing evidence about the magnitude 
of unsafe abortion have catalyzed a great deal of advocacy for law reform and safe 
abortion services within Africa.
6
 Many nations have begun to revisit their restrictive 
abortion laws in the past two decades
8





Delays in accessing abortion care 
 
There has been a great deal of research on risk factors that lead to delays in seeking 
abortion services within the US, which provide potential insight in identifying phases of 
delay in seeking abortion. One study at an abortion clinic in Northern California 
compared demographic, relationship, and other factors associated with first and second 
term cases.
9
 Compared to subjects in the first trimester, women seeking second trimester 
abortions were more likely to have been referred from other clinics, had difficulty 
locating an abortion provider, had less education, lived farther from the clinic and had 
difficulty arranging transportation to the clinic. These cases were more likely to be unsure 
of the last menstrual period (LMP) and to have not obtained a pregnancy test until they 
were already in their second trimester.
9
 
Several studies have looked at the socio-demographic determinants of unsafe abortion in 
the second trimester in African contexts. In Kenya, study participants presenting with 
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second trimester complications did not vary from those presenting with first trimester 
complications by age, gravidity, rural or urban status or facility type.
5
 A qualitative study 
in South Africa with women accessing abortion services in their second trimester, found 
that a range of interrelated factors led to delays in suspecting pregnancy, taking a 
pregnancy test, making a decision about the pregnancy, and accessing abortion services. 
Most of the women reported a history of irregular periods, and therefore did not suspect 
pregnancy until after two or three missed periods. Subjects also reported uncertainty 
about partner support, fear of the procedure, and extreme guilt. On a structural level the 
women reported that staff at facilities were being rude and disrespectful and sometimes 
unhelpful. This led several of the women to seek other abortion services within the 
private sector, which were more expensive, and gathering enough money to cover the 
procedures took several weeks.
10
  
Maternal Health in Malawi 
A variety of factors lead to unwanted pregnancies in Malawi. The 2010 Demographic and 
Health Survey (DHS) found a contraceptive prevalence rate of 42%, a significant 
increase from 33% in 2004.
11 
However, there is still a major disparity by residence with 
the rate in rural areas being 41% compared to 50% in urban areas. The total fertility rate 
remains fairly high at 5.7 while desired fertility was calculated to be just 4.0 births. Over 
45% of births within the last five years were considered unintended with 19% wanted 
later and 25.5% of them being unwanted.
11 
Like many African countries, Malawi has a high maternal mortality rate at 510 deaths per 
100,000 lives births,
11
 and unsafe abortion contributes disproportionately.  A review of 
studies on overall maternal mortality from 1970-2002 found the causes of maternal 
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deaths similar to those found globally, including sepsis, complications of abortion, and 
obstructed labor, sometimes resulting in ruptured uterus.
2 
One study at Kamuzu Central 
Hospital found 40% of all admissions to the gynecological ward were from abortion-
related complications, 29% of which were in their second trimester.
13
 In 2007 a cross-
sectional review of maternal mortality at nine facilities in Malawi’s Central region found 
7% of all maternal related deaths were due to unsafe abortion.  However, the Malawi 
Ministry of Health (MoH) recently carried out a thorough national strategic assessment 
and found anecdotal evidence that in one village five girls had died from complications of 
unsafe abortion in just four months.
14
 The same assessment found four abortion related 
deaths in one month at Queen Elizabeth Hospital in Blantyre.
8
 
Malawian women have unsafe abortions for many of the reasons seen globally. Legal 
frameworks make access to induced abortion within a facility is nearly impossible.
15
 
Community and personal barriers including stigma, and lack of information also drive 
women to resort to unsafe methods.
8
 Women seeking abortions most commonly go to 
traditional healers, private clinics or self-induce using a variety of unsafe methods.
15 
The laws regarding abortion in Malawi are among the most restrictive in Africa. 
Currently, induced abortion is only legal when deemed medically necessary by a doctor 
to save the mother’s life according to the British Offences against the Person Act, which 
was part of colonial law enacted during British occupation of Malawi from 1891-1964.
16
 
According to this law, seeking an abortion is a criminal offense punishable by 7-14 years 
in prison.   Providers in a survey indicated that they would decline to induce an illegal 





Due to the evidence indicating unsafe abortion is widespread and the government of 
Malawi’s commitment to meeting its MDG commitments to reducing maternal mortality 
and achieving universal access to reproductive health services, the Reproductive Health 
Unit within the MoH has begun to revisit their restrictive the laws.
17
 There is now a 
national mandate to provide PAC The MoH asked the Consortium for Research on 
Unsafe Abortion in Africa to do a population-based study to determine the magnitude of 
induced and unsafe abortion, in order to build evidence to inform discussions on policies. 
The overall study set out to specifically explore the socio-demographic characteristics of 
women seeking abortion services, determine the incidence and types of complications as 
a result of unsafe abortions, and estimate the incidence of induced abortions in Malawi.
17
 
This study drew on the methodologies and findings of studies in Kenya, South Africa, 
Uganda, and Ethiopia.
5, 18
 The overall study combined the Prospective Morbidity Survey 
to estimate the morbidity of women presenting for PAC and the Abortion Incidence 
Complications Methodology to estimate the incidence of abortion in Malawi.  
Because second trimester abortions are responsible for a disproportionate amount of 
maternal mortality and morbidity, this secondary analysis uses the Prospective Morbidity 
Data to describe the second trimester cases reported. I will look specifically at the socio-
demographic influences on later term abortions, associated complications, and where 
women are accessing services, and address potential implications for further action.  
 9 
Methods 
The data for this analysis come from the Prospective Morbidity Survey, which was used 
to explore the socio-demographic characteristics and estimate the number and morbidity 
of women presenting for PAC in health facilities in Malawi. 
 
Sampling and Data collection 
Women in Malawi primarily access reproductive health care at public facilities, with non-
governmental facilities and private clinics making up the remainder. The study team used 
a full list of all health facilities that could provide PAC in Malawi, which was stratified 
by region (Northern, Central, Southern), type (Public, NGO, Private) and level (Primary, 
Secondary, Tertiary). From the 965 total health facilities, a stratified random sample was 
then selected to determine a nationally representative sample. A total of 166 facilities that 
provided PAC in Malawi were included in the final sample: 93 public facilities, 65 NGO 
facilities and eight private facilities. All clinics specializing in maternal health care were 
assigned a sampling fraction of 1.0. Private clinics were selected for inclusion in the 
study with a sampling fraction of 0.33. There was a 97% participation rate among 
participants.     
Prospective morbidity data were collected for each woman seeking PAC at each facility 
in the study. Providers at each site were trained in data collection.  Data collection took 
place over 30 days from August to September 2009. For every woman who came to the 
facility for abortion related care, the provider doing the patient intake filled out the data 
collection form with demographic information, clinical presentation and treatment 
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information. Because no unique identifiers were collected and the information was part of 
routine intake, informed consent was not obtained from patients.  
Variable definitions 
For this analysis several key variables were used. Gestational age was calculated based 
on the women’s recollection of her last menstrual period (LMP). If the woman reported 
13 weeks or more, she was considered a second-trimester case. For women who could not 
recall LMP, providers estimated if the woman was in her first or second term of gestation 
based on a physical examination. Due to extreme stigma and potential legal ramifications 
around abortion in Malawi, women who sought care were not asked if the abortion was 
spontaneous or induced.
17
 Providers completing the survey were asked if they suspected 
the procedure was induced based on their examination of the woman; however, 
distinguishing miscarriage from induced abortion is nearly impossible clinically, and 
therefore not a reliable measure.
5 
Categories of abortion complication severity were adapted from previous studies in South 
Africa and Kenya. Severe complications included having a temperature >37.9° C, organ 
or system failure, generalized peritonitis, pulse >119 beats/minute, evidence of foreign-
body or mechanical injury (as a result of trying to interfere with the pregnancy), sepsis, 
shock, or death. Cases were categorized into the severe category of abortion complication 
if they had at least one symptom. Moderate complications included a temperature 
between 37.3-37.9°C, localized endometritis or offensive products of conception. All 




A PAC patient was defined as any woman presenting with a diagnosis of incomplete, 
inevitable, missed, or complete abortion. The WHO definitions of abortion stages were 
used to classify women who presented at the facility. Inevitable abortion is defined as a 
pregnancy that will not continue and will proceed to an incomplete or complete abortion. 
Incomplete abortion occurs when the products of conception (POC) have been partially 
expelled from the uterus and can be the result of spontaneous or induced abortion. Missed 
abortions are when death of the fetus that has not been expelled. Complete abortion is 




Analyses are presented as comparisons between first and second trimester PAC patients. 
Analyses were done on socio-demographic and reproductive health history data to look at 
potential factors that may be associated with second trimester cases. Data on reproductive 
health histories, symptoms and provider diagnosis were analyzed to look at severity of 
complications. Treatment and outcome data were analyzed to look at how care differed 
between the two groups. Lastly, facility level data was examined to compare where 
women were able to access PAC. 
Data analysis was completed using Stata version 11. Adjusted chi-square tests were used 
to test the differences in categorical and ordinal variables between first and second 
trimester cases. Statistical significance was defined as p<0.05. Weighted proportions and 
unweighted counts are reported. The original study received IRB approval from the 
Malawi National Health Sciences Research Committee. This secondary data analysis was 




Of the 2073 PAC cases, 1896 had gestational age data, and 32% (n=615) were in their 
second trimester. The average second trimester cases came to the facility in their 18th 
week of pregnancy (ranging from 13-28 weeks gestation), (not shown). The distribution 
of age groups between the first and second trimester were nearly identical (Table 1) with 
the average age of all women being 25.5 years old. There were significant differences in 
the level of education between the two groups with 13% women in their second trimester 
having never attended school and 60% only having attended junior primary school 
compared to 10% of women in their first trimester with no formal education and 52% 
with primary education (p<0.05). Women in the second trimester were more likely to live 
in rural settings (38%) compared to first trimester cases (33%) (p<0.05). The proportion 
of women who were single (including those who were divorced, widowed, or had never 
been married) was 16% among the first trimester cases than 10% second trimester cases 
(p<0.05).  
 
Reproductive Health Histories 
 
Reproductive health histories between the first and second trimester groups were similar.  
Second trimester cases reported an average of 2.4 pregnancies, which was slightly higher 
than the 2.1 mean live births for first trimester cases (not shown). This was the first 
pregnancy for 25% of both first and second trimester cases (see Table 2).  Only 2% of 
second trimester cases reported having previous abortions and were slightly less likely to 
have had previous abortions than the first trimester; this difference was not significant. 
Modern contraception use was very low in both groups with only 22% of all PAC 
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patients using contraception when they conceived the pregnancy for which they were 
seeking care, with no difference in contraceptive use between first and second trimester 
patients. Of those seeking PAC in their first trimester 76% were able to recall their last 
menstrual period, while 83% of those in their second trimester were able to recall 
(p<0.05) (Table 2). 
 
Clinical Histories and Presentation 
Most cases arrived at the facility with incomplete abortions. Among second trimester 
cases, 7% reported trying to interfere with the pregnancy which was lower than the first 
trimester cases in which nearly 10% reported interference (p<0.05).  There was a 
significant difference between the two groups in the proportion of those who showed up 
with complications (p<0.05). While only 17% of first trimester cases had any 
complications, nearly 20% of women in their second trimester reported complications 
including abdominal tenderness, pelvic abscess, generalized and pelvic peritonitis, 
gangrenous bowel and uterus, sepsis, shock, and tetanus (p<0.05 for all) (not shown). Just 
less than of all second trimester cases were rated as having severe complications.  
Clinical Management and Outcomes  
Due to the differences in gestation and complications, the treatment of women in the two 
groups was markedly different. Of the 1896 PAC cases for whom gestational age data 
were available, 90% underwent uterine evacuation (UE) procedures, compared with only 
81% of women in their second trimester. Of the second trimester cases that had 
procedures, 87% underwent dilation and curretage or evacuation and curretage (Table 3). 
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Just 12% of second trimester cases used manual vacuum aspiration (MVA), in contrast to 
74% of first trimester cases.  
While the majority of both first and second trimester cases were discharged from the 
facilities well (97% and 84%), 16% (n=73) of second trimester cases were not. The 
majority of those not “discharged well” were referred to other hospitals or others left the 
facility against medical advice.  
Six deaths occurred within the study’s 30-day data collection period, with three among 
women in their first trimester and three in their second. The fatality rates were .23% in 
the first trimester and .5% in women in their second trimesters 2.1 (95% CI .42-10.51) 
times more likely to die from unsafe abortion (not shown). 
Facility sector, location, and level were very different among first and second trimester 
cases (Table 4). The majority of all cases were treated at secondary level facilities, but a 
higher percentage of second trimester cases were seen at tertiary facilities compared to 
first trimester cases. The facilities where women were treated were located in all three 
regions of Malawi (Table 4).  
 
Discussion 
Of all the demographic factors explored, the associations with rural residence and lower 
education were the most significant factors. These need to be considered when assessing 
how women are able to access abortion services. A significantly greater percentage of 
less educated women and women living in rural areas go for an abortion in their second 
trimester than their more educated and urban counterparts.    
 15 
The similarities between first and second trimester cases are also important to note. There 
were no significant differences in factors including age group age and religious 
affiliation, and marital status showed only some effect. These similarities show that delay 
in seeking abortion and getting PAC, are not specific to one group, and that all women 
need access to safe, accessible abortion services.  
Contraception use among all PAC cases was less than half the proportion of modern 
contraception when compared to national contraceptive prevalence rates (CPR) in 
Malawi. While CPR has been steadily increasing throughout the past two decades, there 
is still a clear need to improve women’s access and use of modern contraception as a 
means of primary prevention of unsafe abortion in Malawi.  
Of those seeking PAC in their first trimester only 16% were not able to recall their last 
menstrual period, while 23% of those in their second trimester were unable to recall. 
While it is natural that women who were at later gestations would have a more difficult 
time recalling their periods because it was further in the past, it may also be an indication 
of women tracking their menstrual cycles. If women are not tracking their menstrual 
cycles, a missed period is more likely to go unnoticed. Late identification of a pregnancy 
is often one of the major reasons for delay in seeking abortion care. 
2,9,10
 
Second trimester cases were more likely to be treated at secondary and tertiary level 
facilities. All four of the tertiary hospitals in the study were located in urban areas, 
although 76.4% of women in the study being from rural or semi-urban areas. Accessing 
any type of health care remains a large issue for women in Malawi. The DHS asked 
women about a range of factors that they might perceive as prohibiting them from 
accessing health care. Of the nine possible barriers, 82% of women reported at least one 
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would affect them. The most common reasons included getting money for treatment, 
distance to the facility, having to take transportation, concern no provider would be 
available, and concern no drugs would be in stock.
11
 While the majority of procedures in 
both trimesters were done at primary and secondary facilities, there were a significant 
proportion of rural women who had to get treatment at urban tertiary facilities.  Access to 
termination of pregnancy and PAC services facilities close to women’s homes need to be 
addressed in order reduce the number of women who get referred to other facilities. 
While this data set was not set-up to specifically look at factors that may influence delays 
in seeking abortion care, the fact that many did not know when they had their last period, 
that there was travel from rural residence to urban facilities, and that so many second 
trimester cases were referred, provide some insight into barriers that still exist for women 
seeking abortions in Malawi. 
The Malawi Magnitude study methodology is similar to studies done in Kenya, South 
Africa, Ethiopia, and Uganda aimed at measuring the national magnitude of unsafe 
abortion in those countries. Similar to the findings in Malawi nearly a third of all women 
seeking PAC in Kenya were in their second trimester.
5
 However Kenyan women with 
second trimester abortion complications were more likely to have signs of mechanical 
injury and retained offensive products of conception than women with first trimester 
complications, which was not the case with the Malawi data. The mortality associated 
with second trimester abortions was much higher in Kenya (.87%) where six of the seven 
deaths that occurred during the three-week study were in the second trimester compared 
to the three deaths in Malawi. 
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The stark disparities in discharge status from the facility provide one of the most 
important differences between first and second trimester cases.  Five percent (n=102) of 
all PAC cases in the study were referred to other facilities, 72% of which (n=73) were in 
their second trimester.  Second trimester cases were referred out generally from 
secondary or primary facilities to tertiary level facilities, which had the capacity to deal 
with advanced abortion related complications. Based on these data, it is impossible to 
know if those referrals were complete. In addition 3.3% (n=20) of women left the facility 
against medical advice, which is especially concerning.  
While these data help to look at the broader picture of women seeking care in later term 
gestations, this particular dataset did not collect a great deal of information on the 
specific aspects that could lead a woman to delay accessing PAC earlier. For instance, 
second trimester cases were more likely to come from rural areas, and we have the 
information on where they were treated, but based on these data, it is impossible to how 
far women may have traveled to access abortion services or how much it cost them to get 
to the facility. Further research with clients seeking induced or PAC at the facility-level 
should be done to look at the varying factors that lead to delays in pregnancy. 
Further, with 12% of all second trimester cases being referred to other facilities, it is 
likely many of those women ended up going to tertiary facilities where they were able to 
access appropriate care. Because all four of the five tertiary level facilities within Malawi 





Each potential delay in seeking an abortion puts women’s lives more at risk.  Previous 
studies of maternal mortality in Malawi have indicated the magnitude of unsafe abortion; 
however this is the first time a nationally-representative sample of post-abortion care 
clients has been conducted. With nearly one third of all cases seeking PAC being in their 
second trimester, there is a clear need to address the multiple factors that influence both 
unwanted pregnancy, and what options women have, if they face an unwanted pregnancy. 
Barriers accessing all types of reproductive health care need to be addressed, especially 
for the 81% of Malawi’s women living in rural areas.11 While the government has 
increased its commitment to sexual and reproductive health education in schools, it has 
not been uniformly implemented8 and with less than one fifth of women getting education 
beyond primary school, other ways of providing reproductive health education should be 
addressed.11 
 
Decades of research has shown legal restrictions often determine the course women take 
to access safe or unsafe abortion. It has been found that compared to countries with 
restrictive abortion laws, countries with less restrictive abortion laws have lower rates of 
induced unsafe abortion.
1,2,9,10
  If Malawi is to meets its goal of reducing maternal 
mortality and fulfill its commitment to various international treaties it has signed, 
reforming its outdated policy is imperative.  This will provide the legal background and 
mandate for scale up of increased access to safe, affordable abortion services throughout 
 19 
Malawi, so that women are not forced to risk their lives when faced with an unwanted 
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Tables and Figures 
 
Table 1. Socio-demographic characteristics of women seeking postabortion care at health 
facilities by trimester  
  Total  First Trimester Second Trimester   
  N=1896 n=1283 n=615 p-value 
  n % n % n %  
Residence             0.0023 
Urban 511 28.5 374 31.1 137 23.0   
Semi-Urban 718 36.2 474 35.3 244 38.2   
Rural 650 35.3 420 32.7 231 38.2   
        
Marital Status             0.001 
Single 264 14.2 205 16.1 59 10.4   
Married 1538 80.8 1017 79.6 521 83.9   
        
Age             0.6103 
Less than 18   138 7.3 87 6.9 51 8.3   
18-24 807 42.0 552 42.2 255 41.4   
25-29 440 23.5 298 23.8 143 22.9   
30-34 242 12.7 159 12.3 83 13.6   
35-51 226 12.2 159 12.7 67 11.1   
        
Education             0.0001 
Didn't attend school 222 11.4 138 10.4 84 13.4   
Primary 1049 54.3 675 51.7 374 59.9   
Secondary  532 28.8 390 31.2 142 23.7   
Higher Ed. 72 4.4 64 5.7 8 1.9   
        
Religion             0.6226 
Catholic 446 23.3 300 23.3 146 23.7   
Protestant 1161 61.4 788 61.8 373 61.4   
Muslim 201 10.5 138 10.7 63 10.0   
None/other 67 3.4 41 3.1 26 4.1   







Table 2. Reproductive histories of women seeking postabortion care at health facilities by 
trimester  
  Total  First Trimester Second Trimester   
  N=1896 n=1281 n=615 p-value 
  n % n % n %   
Using contraception 
at time of conception             0.9792 
Yes  424 22.0 287 21.7 137 21.7   
No 1447 76.7 977 76.8 470 77.0   
        
Previous miscarriage             0.4365 
Yes 1485 78.1 1017 79.0 468 76.4   
No 383 20.4 246 19.7 137 22.1   
        
Previous abortion             0.2911 
Yes 56 3.1 42 3.5 14 2.2   
No 1808 95.3 1219 95.0 589 95.8   
        
Previous live birth       0.3292 
Yes 1325 70.1 901 70.6 424 69.0  
No 561 29.9 375 29.4 186 31.0  
        
Total number of 
pregnancies             0.3824 
1 475 25.1 324 25.0 151 25.2   
2 345 18.3 241 19.1 104 16.6   
3 330 18.0 229 18.6 101 16.7   
4+ 739 38.3 482 36.9 257 41.2   
        
  Able to recall LMP              0.0014 
Yes 1537 80.5 1066 82.6 471 76.1  
No  359 19.5  215  17.4  144  23.9   
 25 
 
Table 3. Clinical complications and treatment of women seeking postabortion care  
  Total  
First Trimester 
Cases Second Trimester   
  N=1896 n=1283 n=615 p value 
 N % n % n %  
Clinical Stage of 
Abortion             0.0000 
Inevitable Abortion 135 7.1 58 4.6 77 12.4   
Incomplete Abortion 1663 87.4 1178 91.7 485 78.3   
 26 
Missed Abortion 16 1.0 6 0.6 10 1.6   
Complete Abortion 75 4.1 34 2.8 41 7.0   
        
Complications             0.0028 
Mild 1390 73.2 964 75.7 426 69.6   
Moderate 128 6.8 90 6.8 38 6.6   
Severe 377 20.0 227 17.3 150 19.3   
Temperature             0.0019 
Low 1562 82.6 1076 84.1 486 79.3   
Medium 155 8.3 104 8.3 51 8.3   
High 72 3.7 35 2.7 37 6.0   
                
 Uterine evacuation 
performed 1709 90.0 1213 94.4 496 80.8 0.0000 
                
UE Procedure Type             0.0000 
D&C/E&C 699 42.6 271 24.5 428 87.1   
MVA 972 55.9 915 73.8 57 11.7   
Cytotec/misoprostol 22 1.2 2 1.6 20 0.4   
                
Discharge Status       0.0000 
Died 6 .32 3 .23 3 .5  
Left against medical 
advice 16 .83 4 .3 12 2.0  
Referred to other 
facility 102 .5 29 2.2 73 12.4  
Abscondment 11 .57 3 .23 8 1.3  
Discharged well 1729 92.8 1229 97.0 596 83.8  
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Table 4. Facility information for women seeking postabortion care by trimester  
  Total  First Trimester Second Trimester   
  N=1896 n=1281 n=615 p-value 
  N % n % n %   
Facility Level             0.0000 
Primary 556 31.1 463 38.1 93 16.5   
Secondary 1025 53.1 620 47.3 405 65.3   
Tertiary 315 15.8 198 14.6 117 18.2   
        
Facility Sector             0.0110 
Government/Public 1230 62.1 791 59.0 439 68.6   
NGO 634 33.5 465 35.8 171 28.7   
Private 32 4.3 25 5.2 7 2.7   
        
Region             0.0000 
Central 797 42.3 507 39.9 290 47.5   
North 314 19.0 253 19.4 61 16.1   
South 785 41.1 521 41.1 264 41.6   
        
 
 
 
 
 
 
 
 
 
